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A recertification survey was conducisd fom
November 19, 2007 through November B1, 2007.
A random sample of four clients was selected
from & resldenfial populstion of eight ferhales with
mental retardation and other disabiiies; The -
survey findings were based on observadons in the
group horme and &t one day progiam, inferviews
and a review of records, inciuding wpushal :
incident reparts. ; ,)H,
W 124 | 483,420(a)(2) PROTECTION OF CLIENTS w124 W1
RIGHTS 4wl b g
: C e
The faciiity must ensure the rights of alliclients. This S\-a)né\a, wt .
”l“herefoa:ﬁe tha facilii%/ must inform eacri clielv]!:’.l 0SS eu Lde/v\,c&é\ \0"-1 ’
parett {f the client Is a minon). or legal §uardlan, . -
of the client’s mediczl condition, developmental & QWP W \ wwwb N\é« &(.S(ALSp
and behavioral status, atendant riske of . _ & medacasionsd ond
treatment, and of the right to refuse tregiment. WUQ‘_\ \akive, SEAVICES Wi
ool Lt
| cwent Vs P oteer,
This STANDARD Ia nat met a8 evidented by’ g Qunee will o blawn w0 Formei
Basad on observation, interview and regord Aonsesti. .
, review, the facility failed to ensure the rghts of n L tpordun ate
| ez ollant to be informed of the client's medical & OmeP Wi
condition, developmental and behaviord] staius, ongL Q:mf\;p\d‘b PRL2SHOIN)
attendant ricks of trastrnent, and the right to WO Yo ONBUL ‘o
refuse ireatment, for one of the four clients (Cliertt ¢ ! ; ‘
#1) Inclpded in the eample. vy %M Wd),am S
| The findings Inclide: _ @Rpw\m\ M\ Ut # |
1, Observation of the evening madication @% V\me '
administration on Naveriber 19, 2007, beginning
st 6:28 PM revealed Client #1 received:
- | medications including Clonzzepam and
| Risperdal. Interview with the nurse dudng the
medication adminietration revealed the:

P BORATORY DIRECTORS OR PROVIDERGLFPLIER REPRESENTATIVE'S 3‘ ﬁi‘ LIRS TITLE * %) DATE

. v e DKS 12+ i4-07
Any detigiency staternent ending with a0 asterisk (") depotss gdeficlency Which i institutinn may be exclsad fom camacting providing I Is determined hat
othar sufegueids pravids sulficient protection to-the patierts, Iratoctiens) . Bxcopt for nuraing homes, the Hindings alatid above are isclozable 80 days

foliowing the dale of survey whether or not 2 plan of sorreetlapyls provided) For numlng hrmes, the above findlngs and plans of gopection are disclosabla 14
days following the date these docommants are mada avaifable $0 the faclly) If deficiencias ane clied, an approved plan of cortection |s faquisita to continued
pragram particlpation. ‘
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aforamentioned medications were usedito )
address the client's behavier managemént 2 Qe wil dataon mbwmwj
- et et oty prior Yo we IR
Interview with the Qualifisd Mental Retardation . aonsMl prior v )
Professional (GMRP) on November 18,:2007 at omc\_/ oV tgauuh Q_Pcd\—l av .
6:38 PM was conducted to ascerialn infbmation ~ 1S O
| about Cllem #2's :bﬂi%r o gw: I;mmec%:msent \n rreakment . , . o
for the use of medications and habifitati ) ‘ Avn
services. According io-the QMRP, Clieilt #1 was 4 Omed will abso Nti»b oy
not capable of giving informed consent for the . sks/
use of her medications and hahiliztion services. me& Aot W ,
The interview was verified by the cients : W )y _ s
Psychological Evatustion (dabed Ssptariber 29, Do ek RSTTIR Y- YOV
2007) on Novernber 21, 2007 2t 11:57 AM that y') A },
documented Clisnt #1 did “not evidence the o fov S
capaclty 1o make decisions on her behsif
regarding her habilitation planning, plauen:ent.
Peyeolod ﬁnlagclai!& at? , mﬁ:r%xerwd curﬁ‘:ﬁtsght?'m C\ ' 1-5-08
Psychological Evaluslion o vted tha ) v -5-0
the client "could not execute a durable pewer of 2 Qmes WWW! el o
stomey” st ¥ VW;thle\
Additionatly, inme:[view with the QMRP réveaied VEOMN\E gﬁfg:u’
family involvemant (brather) but did notihave a 9'% _ éhl c
legsl guardian. Further interview with the QMRP! Q\,O('Jlmuﬂ-t
and reviaw of the elient's records failed ito provide Onte ¢ & 10 h)
doolimented evidence that infarmed cohgent wag 7)\’ V\f\M/ W o o
obtained for the use of the cliants psychotrople el W s
mediastion. Af the tinte of the survey, the facility - M -
falled to provide evidence thet Cllent £#Fs M , .
treaiment needs, including mmd (2] .
potential side effects. assoch )
medications, and the right fo refuse redinent, : “Tin W, CQYY\RP/ NW_ x
hag been explained to her and/or a legsily e Y \'.A_O-fk-% COpHMDL
authorized representative, w%&l W« fe .
2. Review of Client #1's medical rasord on - }o PJLDM U
November 21, 2007 gt 7:52 PM revealdd that he! PJ WA |
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W 124 | Continued From pager2 W 124
cllent had been seen by the Urclogist. The
Urploglet recommendad to schedule tha cliert for
a Cystnscopy. Further review of the meidical
record revealed that a Cysioseopy was completed
an August 8, 2007.
Interview with the QIMRP en November 21, 2007
revealed that Client #1's brother signeds consernt
at thre hospital, howayer, therewas no
documented evidenca of the consent for Client
#1's Cystoscopy. Atine time of the survay, the
facifity failed to provide evidence that Clent #1's
treatrent neads, and the right to refuse
treatment, had been explained fo her aiid/ora:
legally authorized repiresentative,
W 130 | 483.420(a)(7) PROTEGTION OF CLIENTS w 130 AN 130

RIGHTS

The facility must ensure the rights of aliclents.
‘Therefora, the facility must ensure privacy during)

‘administration on Novamber 18, 2007 &t 7:47 BN

traatiment and care of personal needs,

»

This STANDARD is not met as evidented by:
Based on abservation and interview, the faciiity
falled to enswre each cilent's right to privacy, for
four of the sight clients (Clients #1, #2 3 and #4)
thet resided in the facility.

The findings includea:
1. Observation of the evening medicativn

revealed Client #2 in her badroom receiving ner
medications. While receiving her medicatlons,
Cliants 71, #3, and #8 were also in herfbadroom,
Addnionally, one staff and two surveyals were
alse present while Cllent #2's medicalidn was

 qpndand wild e

e tor Nwringy
Srally 0 o
privac dunietng) MECEE5

=

122307
adlunay 0 fongoihg

Y\ujﬁﬂﬂla +T?Ltkhnfﬁﬂ&?5'

being administered. The faciity’s nurse was -
Event m:ewifm 1

i
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09123 110212007
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W 130 | Continuted From pags 3 W 130| WJ30, conhnued o«
ubserved o apply Tramciholons Acetoriide to . . - whimnao
Client# 2's scalp and Lubrifresh PM ointment RN wh W w“db,bg Qﬁmw Sy
was applied fa her lefteye. It should beinoted ‘ Gosexval1ono Eh Enis M
fhat the ¢lient's bedroom door was widetipened Qﬁmp\wm W M
during the observatlon of the medication
adminisiration. The dient also was obsefved o
receive het orsl medications; Keppra amnd
Lamictal (prescribed for ssizures). At ihe time of
the survey, the facility felled to maintzin Cliant
#2's right to prvacy while receiving her
megications, ' :

2 R { ce. _rm_,‘spm—
2. Obgervation of the ewvening medication C ) ‘o W VA0 .

administration on Novamber 15, 2007 =i 7:33 P
revealed Client £3 In her bedroom receiving her
redieations. While recelving her rmedizations,
Cllents #1, #2 and £8 wers also in her bedreom.
Additionally, one staff end fwo surveyers ware
also present while Client #3's medicalion was
being administered., The client was observed to
receive all of her aral medications; Trileptal U-D,
Ascorbic Acld, Carvedilol, Cranbary Fntit,
Keppra, Lactulose and Risperdat. At the ime of W L e
the survey, the facility falled to mainhiaeinICEa'lt
#3's right to privacy while receiving hef
Inedications. W Llan c\;curA. u_)(.M-r bﬁ-’ 123} 07
W 148 | 483 420(c)(5) COMMUNICATION WITH we| D o sordenced bey onao
CLIENTS, PARENTS & _ - Wy oy

The facility must notify promplly the chant's
parents or guardian of any sigrficant intidemnis, of
changes in the client's condition including, but not
limited 10, serious illness, accident, death, abuse,
or unauthorized absense. -

NAME OF PROVIDER OR SUPPLIER
ID1

| This STANDARD is nat met a& evidertad by:
Based on interview and record review, e faciity
failed 1o ensure the cllent's legal guardisn and/or
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xgm | SUMMARY STATEMENT OF DEFIC ] .o L FRNDE'S FLANDF ORRECTION o)
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W 148 | Continued From page 4 ) VW 148
Tarmily member was promply made awagre of an |
injury of unknown orgin, for one of the ¢ioht |
clients (Cllent #7) that resided in the fadility. |
The finding includss: h )
] . ' G(YWZP wdl wmpmd @
Review of the Incldent reports and Inveiigations | Liftcaxions In (LD OCX\ 4
on Novernber 20, 2007 beginming at 2:31 PM 0o l cun
revealad that on August 22, 2007, staff feportad Yo omp aﬂy “g
that while at the day program Cllest #7 Was M m@m&a’ﬂc
observed to have a swollen rightelbows Chient Jncx N :
#7 was {aken i the emergency room ahd was 05 (,DQG 12 3] Q7
swbseq;;:eilt_&t{.ly dﬁagmsedfv;liﬁl a contusian of the ‘(\h -
elbow. Further review of the neident repart L
revealed that the cllent's laqgal auardian was o QW‘R@ W “\k U)
nofified of the incidert on September 14, 2007 dDUMW
(twenty-throe days after the injury). Intendew with H'\Q
the Qualified Ment=l Retardation meewmml NXMM OV )
(GMRF) oh November 20, 2007, 5t 1 PM l
revaal:f informstion reganding the facily's \Mu\k NJW‘X W
incidett maragement system. Accordilg io the
QMRP, the guandizih was to be noiified a Twnce den wg
Immedlately of il allagations of abuse gnd CoeraANE W !
injurics of unkmown origin. At the time of tha w\h‘{\% Yo - N
survay, the facility failad fo enzsurs Client 7= LSUNES O _W% ANEE
guardlen was made sware of the aforemientioned) Qddw\ﬂ
incident in a fimely manner.
W 148 | 483,420(d)(1) STAFF TREATMENT OF w148 \N1 WY
| CLIENTS
The faclilty must develop and implemen? writtsn Thas g&ﬂf’d avd W (’u'
poiicies and procedutes that prohibit \_ﬂe:\— oD el bﬂd
mistraatment, neglect or apuse of the ellent. .
This STANDARD is not met a2 evidendad by:
Based oh intetview and record review, the facillty -
falled to astablish and/or implement pam:nea that
ensured the client's health and safety, for three of
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e e A T
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W 149 | Continued From page 5 W 148 \}}] Ha
the eight cllents (Clisnts #1, #2, and #7) that
resided in tha faility. .
The findlngs includs: | R Jenamce pspense. o
1. The facliily falled to ensure the fimely reporting WiuB _
of ncidents @ docummented in s "Incident .

Management” pollcy.

Review of tha Incidert reports and nvestigations .
on Novembar 20, 2007 beginning at 2:00 PM ‘
revezled the follawing incidents (allegations of

abuge andfer njuries of unknown sotrek) were

not'reported &s required;

| 2. On August 22, 2007, staft reported thet while at Thodent Trwestigokzone
the day prograrn Cllent #7 was observad to have I km Q'D('
a swollen right elhow &t the day program. Clieat i Nowe. loeoon, cowy ,
#7 was takan in the emergency room and was _ m in U=,
subsequently diagnosed with a contusian of the all wep
elbow. Further review of fhe inctigent( ramrortm . .

{ ravealed that the administrator, the clierts . - Limv
guardien and the Department of Health (DOH) BeP wik ook
were hotified of the incident on September 14, 1 inik aln sty

b. On September 9, 2007, staff reponted that : -

Clisnt #1 was sissrved with a blister oreher left Cor rouieaw) W HhAD (
wrist.Accarding 16 the Incldent report, the dist nﬂw MERINLS |
sdministrator was nofiflad of the inciderit on Y (ﬂ

September 9, 2007. On Sophembar 10,2007,
however, the Quafiied Mental Retardafiin OIQJ duw[ (DAL )
Professiomal (QMRP) documentad an atidendum ‘\())u, AL
on the Incidert report that revealed Cliept 21 had < W lﬂ b_e a{)‘p M

g second blister an her right wrist. It sheuld be UM To g
noted that there was no evidence the DDH was W W

immediately notified of the aforementionad v |

injuries. 1t should be addifionally nated that there: Lo Po { CA/j '

was no evidence that the administrator had been

ORIV CMS-28a7(02-20) Previdite Vansicns Obsalele Brent BXBWZEIT Fadiiy ID: oRG123 H continration sheet Page ¢ af 21
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S o . » WASHINGTON, BC 2aut8
4D SUMMARY STATEMENT OF DEFIGIENCH AT PROVIBER'S PEAN OF CORMECTION P
. - (EACH DEFICIENCY:MUST BE PRECEDED B PULL PREFDC | - -CORRECTIVE ACTION ] GOMrL
P?igx R(EGULATDRY UR L5E IDENTIFYING INFORMATION) TAGM n%msbmmegpg%ﬁffﬁ DAE
_ ] b DEFICIENGT)
W 149 | Continued From page 6 W 149
made aware of the blister an Client #1°8 right wrisk :
docurnented via addendum on Sepiember 10, .
2007, .
e vt zosane. thaX
' Review of incidents during pre-survey aitivifies * @ ' “ﬂﬁ\% cakionwn one
revealed staff reporiad that an July 23, 2007, adl noht m (IS 03
Cllent #7 susteined 2vsidn tearon her fiht elbow: STTIRT. accondomnce i
with some swelling neted. During the survey UL ﬂd [nﬁ)rm
process, there was nelther any evidensh of an - . Ou,udf & |
tncident report for the aforementionad incidont P A
nor any eviderica that the administrator wea mads &0 cuLes’

awztre of the incident. Additionally, the POH wag
net made aware of the incident unt! September
14, 2007, :

Inferview with the QMRP on November 0, 2007,
at 12:06 PM revealsd information regasding the:
facility's Incident menegement system, Reoonding

to the QMRP, the administator and tha: - M
Deparkment of Hezilth were to be nolified GmeP wibk n ince

| Immediately of all allegations of sbuse dnd tWES- fvaining 2
Injuries of uricnown arig, It shotdd be farfter & . \L omd
noted that the QMRP:revealed that Immedate .mpmh“% Pe “X
-noffflcations were also fo made n each tllent's ,
next of kin andfor legal gustdian. Revielv of the P moe,duﬁ’f? /

facility * incldent Management” policy sn
November 20, 2007, revealsd that seriolls
reporiable incidents must ba Immediately verbaliy
feported fo the Depariment of Health (DIOH)
followed by written notification within twanty-four
hotirs. Addifiatvally, the pelicy documended that
Immediate verbal nofifieation was o be inade to
the client's involved family members or Juardians:
At the time of the swrvey, the facility fadad to
ensura imely notificafions se required by their

| “Incident Management” policy.

2. The facliity falled forensure ivestigatibns were .| e _ ] '
canducted g Specified I thif moidents - - [ T[T T T e T
Fzsihy 1% 03123 'lfmnﬁmaﬂun sheet Page J7 ‘01'21
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1Dl
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WASHINGTON, DC 20019

o | '"summﬁvsmrm'rwomctauﬁa
© PREFIX CH DEFICIENGY MIST BE PRECEDED BY FULL
TAG REGULATORY OR LEG IDENTIFYING INFORMATION)

FROVIDER'S PLAN QF JORRECGTION R
. (EACH CORRECTIVE ACTION SHOULD BE - COMGLETTON
CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

W 148 | Continuad From pags 7

Managerment” policy.

on Nevember 20, 2007 -beginring at 2201 PM
revealed the following incidents (afegalions of .
abusge and/or Injuries of twknown seurds) were
nat thoroughly investigated as required

2. On August 22, 2007, staff reported that Client
#7 was observed to have a swollen

right elbow at the day program. Client 7 was
taken to the emergency room snd was
subzseguently diagnosed with a contusion of the
elbow. At the time of the survay, there was no
avidence that the aforemefhfioned Incldént was
Investigated..

b. On November 7, 2007, staif repartedithat
Client #2 was observed with a " superiplal skin
breajfdown op the inher right hand abovie her

| thumb".
evidence that the aforemantioned incidént was
inveshigated.

It should be noted that interview with the QMRP
an November 20, 2007, at 12:08 PM ravezied
Information regarding the facility ' s incident
managsment system: According to fhelQMRP,
the facility ls required-ta imumeadiately inifats
investigations for injuries of unknown sdirce.
Review of the facility’ s "Incident Managkraent”
policy on November 20, 2007, varifiad tha
intherview with the QMRP by indlcating that all
serious reportable Incidants were to ba

investigations were canducted as specifed in
thalr Yincident Management" polioy.

Review of the Incident reporis and Invetligatons.

At fhe time:of the survey, thege was no-

investigated upon notification of the inciflent At -
the time of the siwvey, the facllity falled to ensure

‘ORM CMS.2567(02-99) Previous Varalaps Obeplole
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NAME UF PROVIBER OR SUPPLIER
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@) 1D
PREFIX
TAG

T SUMMARY STATENENT ©OF DEFICIENGIE
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REGULATORY OR 1.5C IDENTIFYING INK \TION)

2
" PREFX |-
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- (EALH CORRECTIVIE ACTION BHOULD BE GCOMPLETION
TAG cnuss-mnﬁg%s% I'lr!ﬁ R%E AFFROFRIATE - bat

W 140

Continted From page

3. The faciilly falled to ensure that invedtigation
resulis were reported ag specified in thair
"Incidept Menagement' pollcy.

Review of the incldent seperts and Investigations:
on November 20, 2007 beginning at Z01 PM
revealed the fellowing incidents (allegafons of
abuse and/or injuries of unknawn sourcs):

3. On August 22, 2007, staff reported =t Cllent
#7 was observed {o have a swollen

right elbow 2t the day program. Client %7 was
faken to tha ameargency room and was
subsequently diagnosad with a contusidn of the
elbow. .

b. On September 9, 2007, st=ff reported that
Client #1 was observed with a blister on her left
wrist. According 1o the incident report, the
adrinistrator waa nolifisd of the inciderlt on
September 9, 2007. On Seplember 1052007,
hawevar, the QVIRP dosumented an addendum
on the incldent report that revealed Clieht #1 had|
a sscond blister on her right wrist, Thefe was no-
evidenee that the aforementioned investigation
resulls wera raviewed by the facllity's
administrator or designee,

Interview with the QMR on Nevember 20, 2007,
af, 12:06 PM revealed inforination regariing the
facllity * s {ncident management system.
Accarding to the QMRP, the facilily [s rejquired
immediately mitiate an investigetion for Injures of
unknown scurce and complete the Investigation
within five working days. Review of theffacliily’ s
“Incident Mepagermnent’ policy on Navember 20,
2007, revealad thet all investigations wares to be
reported to the providers Incident Mardgament
Cogrdinator within four days for review and

W 149
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PEPARTMENT OF HEALTH AND HUJMAN SERVICES . FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERMICES . OMB NO. 0928-0351
R N T I A 7 Cour T
o 0.9'3‘12" _[Bwme — 11/21/2807
NAME OF PROVIPER GR SUPRPLIER | STREET ADDRESS. CITY, STATE, ZIP RODE
ol 431 53RD STREET, SE
. . WASHINGTON, DC 20018
o4y D SUMMARY MAT.EMEWOFDEHGME o ©_ PROWDERS FLAN OF GORRECTION . on
PREFIK | . (EACH DERICIENCY MUST NE P| “PREFIX |- 1EACH CORREXTIVE Al N SHOULD BE COMPLETION
TG | ° REGULATORY OR L5 IDENTIFYING INFDI -noN) TAG OROSS-REFERENGED TO THE ARPROFRIATE BATE
W 149 Continuad From paga . W 149 _ '
approvel and enswre that it reaches the Health _
Regulatory Administration and MRDDA Iacident
Managermnent Unit within five working days* At
fhe fime of the survey, the facility fafledis ensure
its "meident Mapagement’ policy was
implemented as outlined making certain that
Irvestigations were reviewed and forwarded as
specified. 5— 3
W 163 | 483.420(3)(2) STAFF TREATMENT OF W 153 \M [
CLIENTS , E n 0 m
The facility must ensupe et al allegatiéns of \ ) |+ 508
misireaiment, neglect or abuse, as wallas ‘N\Q)V M .Q)\}J \D"'f) onq,omp)
Injurfes of unknown source, are repartet]
immedizately to the administtaior or to ofher L
officials in accordance with State law thiough .’\%POW’E:&&
established procedures. b \M ) ,é\/\l q
! . . - . E
This STANDARD Is not met as evidenged by:
Based on infervew and record review, the facility - | QW M U\i GMJ LWdefé
falled to ensure that &l ellegations afnatgme and d Tk L
injurles of unknown origin wera reperts
Immediately to the administrater or to other "0 w o W\MW
officials in accordanca with state law [24 DCMR OHWJ\ @("ﬁouﬂ,S 'N
Chapter 35 8518,10] through establishel] - L ‘H/\ gm
pracedures, for two of the eight cllents (Cliants &WW W
#1, and #7) that reside in the Tacility. \/
The findings Include: d W’A)L@WS
_ e eo0
1. Review of the incident reports and Rowtne GL[L/
investigations er Nevember 20, 2007 bagirming W (,u, bIL ('J)WVP
at 2:01 PM revealed the following ineldents CDMD\‘CMQ’
(allegations of abusa and/or injuries of unknewn W d d
snuree) wara fiot reporied as requlred: \W\ =\*\AAA E‘:\'CWL O
a. On August 22, 2007, =iz reporied it Gﬁent '
#7 was observed v have a swollen

ARM CME.2587(3208) Previows Versione Qhuoints Event I G2t  Faclllly I[1: 086123 Hcontinuation sheet Pages 10 af 21
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 mee1}

AB. WING

" o2y MILTIPLE CONSTRUCTION
_jaBuROING T

{¢8) DATE SURVEY
COMFLETED -

11212007

Il

" NAME OF PROVIDER QR SUBPLIER

STREET ADDRESS, &{TY, STATE. ZIF CODE
431 SaRP STREET, SE
WASHINGTON, DC 20919

PREFX
TAG

o

- SUMNARY STATEMENT OF PEFICTENC!
. (EACH DEFICIENCY-MUST BE PRECEDED BYFULL
-~ REGULATORY OR LSE IDENTIFYING INFORMATION)

e PROVIDER'S PLAN OF CORREGYION
: IP%JK- [+ (EACH CORRECTNVE

CROSS-REFERENCED TO THE APPROPRIATE baTE

ACTION SHOULE BE GOMPLETION
DEFCIENGY)

W 153

-notified of the aforementioneq injuries.

| Podlatrist en Fabruary 26, 2007. Furbme review

| right great tos and indicated that if the

Continuad From page 10

right efbow zt the day program. Cllenti#ty was
taken to the emergsney rosm and was
subsequently diagnozed with a contusidn of the
elbow, Further review of the incident r@port
revealed that both the administrator and the
Department of Health (DOH) wene nolifled of the.
incident on September 14, 2007,

b. Gn Septemnbear B, 2007, si=f reportsd that
Cllert #1 was observed with 8 blisier or) her left
wrist. According to tha incldent repart, ttha
administrator was notified of the incldent on
September 9, 2007, On Seplamber 10, 2007,
howevaer, the Quaiified Meriz] Retardatlon
Professional (OQMRP) documnented an atidendirm
an the incident report that revealsd Cllent#{ had
a zecond bilster oh her right wrist. It shbwuld be
noted that there wag ho evidence the DIDH was

2. Addiionally, Interview and review of Eilent 15
medical record on November 21, 2007 at 7:32
PM ravealad that the client was seen by the

of the record mvealad that the Podiatrist
discovered a "black dizzoloration” of thea clienfs

discoloration was nothealed in one wielk rafer
the client to a Dermatclogist.  On Novataber 21,
2007 at 7:40 PM, an imerview was conducted
with the nurse i ascartzin if there was &n
incident report regarding the aforementibned
incident. According to the faciity’s nurse there
was no decummented evidence of an incitlent
repoit,

3. Review of licidents during pre-survey achvitied |

revealed siaff raporied that on July 23, 3007,
Client #7 sustained a skin tear on her right elbow

W 183
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FRINTED; 12/04/2007

DEPAR'IMENT OF HEALTH ANDHUMANSEHWQ‘ES ' FORM APPROVED
. CES _, _ OME NiD_ 09380391

L %) MULTIPLE CONSTRUCTION (XS) DATE SURVEY
A BLILDING ° : || eoMPLETED

PROVIDERISUPFEI
" IDENTIFICATION N

[ stATEMENT OF DEREENCES
ANDFLAN OF CORRECTION |

i [ wine i :
_ — goe12y . 11/24/2007
NAME OF FROVIITER DR SUPPLIER STREET APDRESS, CITY, STATE, ZIF mns
ID! A31 S3RD STREET, SE
, = WASHINGTON, BC 20619 »
X410 swmwsmm OF DEFIGIENGIE  m PROVIDER'S FLAN OF GORRECTION . - g
- COMP (ON

PREFIX (EACH BERCIENCY MUST HE PREGEDERBY RULL . ' .| PREFIX- |- ! (EACH CORRECTIVE ACTION SHOULD BB
TAG REGULATORY OR LG [DENTIFYING INFORMATION) TAG moss-nEFmENc TO g;ios APPROFRIATE

W 153 | Cantinued From page 11 w133
with some swelling noted. During the survey
process, thele was nelther any evidenck of an
incident report for the aforémentioned incident
nor any evidence that the administatorwas made
aware of the Incident. Additionzily, the DOH was:
?zt ?nabc;e aware of the incident uniil Sagtember

lntasview willt 18 QMRP on Nevember0, 2007,
at 12:08 PM revealed informafion regariiing the
facility's incitlent management system. Accordin
ta the QMRP, the adminisiretor was to Be nofifie
inmediately of alf allogations of abuse and
injuries of unknow origin. At the time df the
survey, the facllity failed to ensure the
administrator and the Department of Health weare:
netified timely of aflegetions of ahuse andfor
- | injurfes of upknown origin &s required,
W 154 483.420(a)(3) STAFT TREATMENT OF wse| IO Y
TS

The faclty must ve evidenca mgd 2N alieged This Stamdand. wild he
, e Iy investigated. : -
violations are thoroughly investiga ol i D b‘ﬁ )

This ST ANmDARD i= not met igs eviden%d fgy:'h
Baszd on Interview and ecord review, e faciity - WS PON S \ .S 0%
Failed! tor ensire all allegations of abuse and Rekoramce e L

injuries of Lmknown origin were thoroughly o W 17129 Wi LH,‘ £t WIS, |ongong
investigated, for three of the sight clients (Cllents
#1, #2 and #7) that resided in the facillyy

The finriing includes: - 1 Amee wild addans ald
Loyt e ki e pllaggd viplolions ond.
201U e e lomeg o M@P plod 1o ehsurd
(SiL?TgE)':z’BFB niet thoroughly mnvestigatad ss : " /lLPd\h qu an
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STATEMENT OF DEFICIENCIES A1) FROVIDERISUPPLIER/GI 1A T MULTIPLE CONSTRUCTION I Z BURVEY
AND PLAN OF CORRECTION ",menmnmm ;ﬁu] oG S. "‘”’332;2&;;9 ’

B. WiNG :
| I - bl B T O —— Axlzitzpey
NANE OF PROVIDER OR SUFPLIER STREET ADQDRESS, CITY, STATE, ZIRICODE :
101 431 5aRp STREET, 8E
) - WASHINGTON, bC 0019
MG o | "SUMMARY STATEMENT OF DEFICIEN T m PROVIDER'S PLAN OF €ORRECTIGN - .|
FREFK {EACH DEFICIENGY MUST BE PRECEDED WFULL ‘PREFR [ mﬂnuuﬂascmsmﬂonsﬁgﬁm BE cam?is%mu :

YAG | = REGULATORY DR LSC IDENTIFYING INFORMNIATION) - TAG mass-nsmzmcen TO THE APPROFRIATE - DATE
DEFICIENCY)

W 154 ( Cantinued -From page 12 . W 154 - |
required; W l\L-‘Jq, C,DV\\'\V\\UAH ¢

a. On August 22, 2007, staff repovied that Client: % <
#7 was observed 1o have a swollesy u,UV\) ULP ’
right elbow,at the day program. Clienti#7 was '
taken to the emergenay robm and was
subsaquently diagnosed with @ cortusidn of the
elbow. Atthe ime of the survey, thare tvars no
evidence thut the aforementionad Incident was
investigated.

b. On November 7, 2007, steff fepm‘tedﬁxat
Client #2 was observed with a "superficiat ekin
breakdewn on the Inner right hand above her
thumb" . At the timea of the survey, there was no
avidence that the aforementioned incident was
Investigated.

2. Interview and review of Chiant 1's metical
record on Nayember 21, 2807 =t 7:32 &M
revealed that the client was seen by the!Pamutrlsli
on February 26, 2007. Further raview of the i
record. reve'aled that the Podiatrist discavensd & | -
"black discoloration” af the client's right preat toe |
&nd indicated trat if the discoloration wits not l
|

healed jn one week refer the cllentfo 5
‘Dermatologist.  On November 21, 2007 at 7:40
PM, an inferviaw was conducted with thé nusse to)
ascerain i there was ian neident report tegarding)
the wforementioned incident.  Accordingto the
faciity's nurse, there was ne documented
evidence of an incident report. AddiElondglly, there
was not avidence the aforesnentioned intident
was investigated.

It should be netad that interview with thel Qualified]
Mentsi Retardation Professional (QMRE) on
November 20, 2007, at 12:08 PM revealdd
inforrmation regarding the facility' s ineldant

JRM CMSY2857(02-09) Previnus Vargiotis Ohsaolois Evien 1D GWXET Fasily ID:0RG123 If eentinuetion sheel Page 13 of 21
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DEPARTMENT OF HEALTH AND HUMAN SERVICES . - PRI lanaeont
2 ARE: & MEDICARD SERVICES - OME NO. 0958-0391
PROVIDER/GUPPHERICLIA SURVEY
IDENTIFIGATION NUMBER: ’é'S@E%me

" oy MuLTILE coNaYRUCTION
ABBDNG .

' 09G1As _ [Eve—— —— 14/21/2007.
NAME DF PROVIDER OR EUPPLIER STRERT ADDRESY, CITY. STATE, ZIF CODE
i1 431 BIRD STREET, SE

. y WASHINGTON, DC 20019
(%2 1D SUMEARY STATEMENT OF DEFICIENCIES R * PROVIDER'S FLAN QF CORRECTIGN . - -
F%EEM {EAGH DEFICIENCY MUST BE PRECEDED §Y FULL TPHERX | CORRECTIVE ACTION SHOWIL D BE m%du

REGULATORY QR LEC IDENTIFYING (NFOREIATION) TAG . cé?s%”ma&ggg: TO THE APPROFRIATE
Lo . ) CIENCY)

W 154 | Confinued From page 13 ' W 184
management system, According to the QMRP,
the faciiity is required fo immedialely irfitiate
investigations for injuries of tnknown sourse. AS
the: ime of the survey, the faclity fafled to ensure
that all Injuries of unkrown origin were

investigated. ' - !
W 158 | 453.420(0)(4) STAFF TREATMENT OF wiss| WISH
ENTS ' ‘

The resulis of all investigations must be reported : _ QQ&PUVVQ-M b 8.08
i i< b 4G W53 3 |ongeing
ar to other officials in accordance with State law _ ; onQe
within five working days of the Incident. o WIUB, Wi, /1

WHSH,

This STANDARD is not met as evidented by:
Basead gn interview sing record review, the facility
falled to ensure thet the resulis of all .
investipations were reported o the adntinistrator
cr designae within five-working days, for twa of
the eight clients (Clients #1 and #7) residing in
the facility.

The finding includes;

Review of the Incident reports and investigations
on Novernber. 20, 2007 beginning at 2261 PM
revealed the followdng incidents (allsgations of
sbuse andfor injuries-of unknown sounce):

a. On August 22, 2007, st=ff reporied that Client
¥#7 was observed 1o hanve a swollen

right elbow at the day program. Client#7 was
taken to the emnergency rooin and was
- | subseguently diagnosed with a contusien of the
elbow. )

b. On September 9, 2007, staff reported that
Client #1 was obsarvad with 2 blister ohiher left

PORM CMS-2567(02-89) Breviots Vamions Obsolsin Evont m@mi Facllity ID: DRE723 Weantinuation sireet Page 14 of 21
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A BUICDING
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NAME OF PROVIDER OR SUPPLIER amEErmmaa. CITY, STATE, 2IF t;amz
Dy : 431 £3RD STRERT, SE
_ WASHINGTON, DC 20019

(%4 10 ' BUMMARY STATEMENT OF DEFIC! ' ‘_ D , PROVIDER'S PLAN OF : RRECTION =~ . g@m,
| -PREFX | | (SACH DEFCIENGY MUST BE PRECEDED BY FLILL 1 PREFIX | - EAGH CORRECTIVE AGTION SHAUWLD BE " COM N
TAG REGULATORY OR LSG IDENTIFYING INPORMATION) TAG cm&RBFERngFEE: ;lrs?i cT‘Hn{E APFROPRIATE

W 156 | Continved From page 14 ' W 156
wrist. According to the incident reporf) the
admirlstrator was notified of the Incldedt on
September 9, 2007, On Seplember 10 2007,
howesrsr, the Quafifiad Mental Retardafion
Professlonal (QMRP) docunerisd an ddderdunt
on the eldent report that reveaied Cllent #1 had
a second bllster on her right wrist.

Interview with the Qualifled Mentsl Refirdation

Professlonal (QMRP) an Nevember 20§ 2007, at .

12:06 FM reveajed IRfarmation regarding ﬂ'le

faclity’ & incident mansgement system.

According to the QMRP, the facility 18 rﬁqmm Tor

imrasdiately Inflate an investigation forfnjuries of

urknown source and complete the Inveltigation

within five working days. Review of the

Investigations for aforementioned incldsnts

howasvaer, failed to provide evidence that the

.| adminiskrator or deslgnee was made avizre of the
results of the investigations.

W 168 | 483.430(a) QUALIFIED MENTAL wise| W59

RETARDATION PROFESSIONAL (M. bﬂ W)?j_
. ' .‘-anda rA \/J

Each cliant's active treatment pragiam fnust be - MCQA bﬂ

integrated, coordinated and montiored by a N1 IS (?A.)l

qualified mental reterdetion professiondl.

This STANDARD is pot met as evidenged by:
Based on cbservation, inferview and re¢ord
varification, the facility failed o ensure dach
client's active restment program was integrated,
coordinated and monitored by the Qualifisd
Mental Retardation Professional (GMRIP) for twe
of the eight clients (Clients #4 and #B ) desiding in
the fachity,

The findings include;

PU—
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This STANDARD 1s not met as evidended by:
Based on observation, interview and retord
review, the facilify failed o ensure that each
employee was provided with knltial and gentinuing
tralning that erabled the employee to parform hisi
ar her duties effectively, efficiently, and
competenty,

The findings include:

1. The facility falled to enstwe that the staff were
effactively trained on the " Incident Managensert *

policy. [See W148)

& VEDICAL ES . . OME NO. 0938-0391
STATEMENT
N&?ﬁjﬂcéﬁgﬁﬂcﬁ%ng 0ﬂ)rﬁﬂWgﬂﬂﬂPPMEﬁﬂuh cnnmummﬂBCDNSWumﬂON (X=2) BATE SURVEY
ad : - A BUILDING. . . COMALETED
EUWNG
_ i — - 1112312007
NAME OF FROVIDER OR SUPFLIER STREET ADPRESS, CITY, STATE, ZIPICODE
il 491 83RI STREET. 58
) o wmmnamu. BDC 20018
{5d) I “BUMMARY STATENENT OF DEFIC] ) D PROVIDER'S FLAN OF CORRECTION -
RREFIX BACH DEFICIENGY MLIST BE FULL ' PREFIX CORRECTIVE combL
S| emprmomseremed | e | goimemcsotiolil | oo
. DEFIGIENGY) .
W 159 CQnﬂnuedmepage15~ W 159 VU]S'q wr\hmm.c\.u ¢
1. The QMRP fziled to anstre that the staff oSl -
received effective fraining oh preparing Residend (D Reference nesp to
| #8's foud In accordance with her prescilbed A 129
dietary texture (pureed). {Sae W189] ¢
NSponaes Ty
2. The QMRP failed to srsure that the staff @ Refppremves P _
received effective traifing on monitoring and W U 2,
Wigrt;ng malfunciioning asslstwe devides, [See:
6
W 189 | 483.430(e)}(1) STAFF TRAINING PROGRAM w 189{ \AJ | 89
The facility must provide cach employe® with
initlml and confinuing training that emables the
employea to perform his of her duties affectively;
afficlently, and eampatontly.
0
SYmndowd. with be

(DR elference ngspost-
o WA

Qmer wilt Dw”‘d&/‘w&m

6T0ER

2. The faciitty failed fo ensure stasf werer %)
effectively trained on providing meals in ( ddnion al g,\—o_
accordance with each cliert's dietary needs. a ULl A
Jeorune) Yo en
3. The facility failed to ensure s!r?ffwem tmilned cocn cllents dnelory
1o Identify and immediataly report client dignity ,
issues as evidenced below: N
J'R}J: CMS-Z507(02-00) Prevlaus Verstons Obsdlats En;_mumawﬁ1 i . Facliity |b 08G129 - lﬂ.mntinuaﬂan sheet Page 16 of 21
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DEPARTMENT OF HEALTH AND HUMAN SERVICES - FOIRM APFROVED
OMB MO, 0938-0381
STA F z
SURBICRESGT o0 CmemeeEn s M coeon o BT
! | vug12y R s — 14242007 |
-~ NAME OF PROVIDER OR 8UFPLIER v STNEET ADRRESS, CITY, STATHE, ZIF CODE
1D 431 SR STREET, 8B
: _ _ ) | WASHINGTON, bC 20019
SUMMARY STATELENT OF DEFICIEN ROVIDER'S RECTION 1
;‘-’é‘%{& {EACH DEFICIENCTUST BE PRE! £D Pa!gax ' lE:cH com%'ﬁ*; o] ONSHOULDEE | comaamon | -
et REGULA'I'DR\' OR LSG IDENTIFYING' mm TAG moaammegg?&' TO a‘ﬂl"i)EAPPRDFHEA.TE pAmE
W 189 Conﬁnuaﬂ From page 16 w189 : .
Inferview with the Director of Residential 3. nes pone .
Services, the Assistant Diractor of Regidential ( ) R(_e.OJ\D)nCQ
Services, and the QMRP and review of the facifily WIsd. _
records on Novembir 20, 2007 revesldd that a
facillty nurse, n an attempt o praveat Thent #1
frorn plcking et an injisry, placed sockswon each of
_ | the client's hands which were secured by rubber
bands, The socks were remnaved prionto the '
client's evening shower at approximately 6:30
PM, and blisters werg fouid around hel wrists,
There was #o pvidence that staff reporled how
Client #1's hands were being restrainad ungl the
- | socks were removed. (Also See W153) ,
W 831 | 483.450(c) NURSING SERVICES was1| (M 33|

| clisnts included int the sample. (Cllanta'#1)

The faciity must provide elients with mursing
seyvices In accordsnce with their nesds.

This STAMDARD Is hat et as evidenged by
Based on observation, interview znd retord
review, the facifly's nursing services falled o
ensure that each cliept recelved nursing services
In accordance with their needs, for one bf the fou

The finding includes:

Review of the lncident reports and investigations
an Nevember 20, 2007 heginning at 2:00 PM
revealed tha following incldent (allegatiohs of
sbuse andfar juries of unknown source)
Involving Client #1:

On Saptambeyr 9, 2007, st=ff reporied thit Clisnt
#1 wes chaerved with:2 blister on her left wrist
QOn Septamber 10, 2007, the Quslified NMantal
Retardation Pro-fesaional (QMRP) docurtrented am
addendum on the incldent report that revealed

Fi

Nwe o longer 1s

Linphoed
OGency)

Wt

Ther Sondard |
ek as evldace,

T e

RN wid tonhinut to
(w\d SMW&‘F

w\w\mvﬂ@ servies
and prox/(de aunn

omd, leedloodle o
eded o ensung

"
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2 EY
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" PROVIDERS PLAN OF GORRECTION b m
(EACH CORRECTIVE ACTION SHOULD BE COMPLETION

CROSS.REFERENLED TO THE APPROPRIATE DATE
DEFIGIENGY)

Confinuerd From page 17

Cllent#1 had a secand biister on har right wrist.
An Investigation was congucted dated Septembdr
11, 2007 o ascerinin the cause of the infuries.
Awardlng 1o the invastigaion the sowda of the
injuries appeared to be catsed by socls and
rubler bahds placed on Client ¥1'e hards but the
person that placad the socks and mbbér bands
on the client's wrists remained unkowh.

On September 13, 2007, the provider dgency was
notificd of an allegaiisn of abuse invohing Glient -
#1, According to interview, with the Asdistant
Director of Residentlal Services and the QMRP, 2
staif member alleged thiat Client #1 waa abused
and received the aforementioned injtyids to her
wrist a9 & result of the abuse. Interviews with the -
Director of Residential Services on Nevernber 20)
2007 and further recond review revealed 2 seeord
investigation was conducted by the facllity to
arddress the allegation of abuse, Interview with
the Director of Residential Services and review of |
the investigation summary dated Septeinber 24,
2007 revealed that the facility's Licerssll Practicd
Nurse was responsible for placing the sbeks and :
rubber bands on the client's kands Hwat :
subsequantly caused the injury. The Investigatien
sunmpnery further revealed that the 3ockes were
place on Cllent #1's hands to prevent har from
callsing infury to her forehead.

Note: On September 6, 2007, Client #1 Gall from 2
shower chair and was noted b receive
laceration ta the forehsad that was tregled with
Derma bond. Client 1 was obszerved t pick at
the Demmra bend catiging the adhesive tb be
removed and re-opened the wotind.

At the time of the survay, the faclity falled to
enslre that epproprizie nursing services were

W 331

W5B\ . tonbiamed « -

Mo sth s
o)

TORM CMSW2SE7(02-85) Previin Vansions Obsolabs Eicat D:GW2R1

Facily 1P 09G123 If continuation sheal Paga 16 of 21
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DEPARTMENT OF HEALTH AND HUMAN SERVICES | ' DR At
ENTERS Mi & MEDICAID , OMB NO. 0938-0391
STATEMENT OF
STATEMENT ¢ X ;w Xy lmnaa?_‘mm@c@ _ icz; .ﬁ::g GONSTRCTION | gs'rE :_jaum:av _
} ascT R ot - 11/21/2007
“NAME OF PROVIDER OR BUPPLIER ’ STREET ADLIRESS, CITY, STATE, ZIM CODE i ‘
D1 ' 431 55RD STREET, BE
- o ‘ WASHINGTON, bC 20019
SUMMARY STATEMENT DF DEFICIEN A ALA ECION. . .
é’é‘é’s‘& (EACH DEFIGIENGY MLST B‘EPRECED S pngnx e @f&%%" b &Hdum"gs - coMBLENDN
TAG - " REGULATORY OR LEC IDENTIFYING INF TAG CROSS-REFERENGCED TO THE APFROERIATE DATE
) ‘ DEFICENGY
W 331 Gcmnuadmepaga‘la W g31
. provided In accordance with the the clipni's
hgeds, :
W 436 | 483.470(g)(2) SPACE AND EQINPMENT w43s| \M 43
The facility must fumish, maihtain in gdod repair, .
and teach cllents to use and to maks iffermed m ghm(ﬂw,c& wdl loe
choices about the use of demures, eyefiizsses, ‘ - :
hearing and other communications aids, braces, mei— s éall 7J

and other devices ideqtified by the
interdigelplinary team as needad by thesallent.

Wil follow-wp 12307
Thig STANDARD I8 nat ret 95 eviden¢ed by: WRE PD '*\-Q’\L { oy 0m9 -
Based on observalion, Interview and retord \"O QNSUAL “hal” ouH
verification, the facllily feilad to ensure the (cadzov
mainieranee of each: ellent's adapfive gquipment W\ commMmuntc
(cotmmunication device) for one of four tiisnts . y S AN GOD
(Client #4) cluded in the sample. el e

worii oy ef

The findings inciude:

Observations on Novembar 21, 2007 at
approximately 6:48 PM revealed a
communication device for Client #4. The .
sunveyor inferviewed the staff and noted that the
device was noperable. Further interview and
review of the Wabllitation records ravealdd the
client had an ublactive t» use a "low-tech . ,
commumication davice touching a pictury of her _

bedrbem 3 of § trials while pressing the teslred
button with hand overhand assistzrnce 1 ime
dally. Afthe ime of the servey, the faciity fafled
fo ensure Client #4's communication dedice was
rralntained in good repair. W Y (ﬂ 0
W 450 | 483.480(x)(1) FOOD AND NUTRITION W 460

SERVICES

Each client must recelve a neurishing, '
- '\ i
JRM CIME-2507(02-29) Previous Vecslons Oksalsis Evirt I GWDAT Faclity ID: 09G122 If\continumtion zhee! Pege 18 5f21.
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DEPARTMENT OF HEALTH AND HUMAN SERVICES PR Az

__CENT ICARE & MEDICAID ; . OME NO. 0935-0391
STATEMENT OF DEFICIENCIES FROVI JPPIIERICLIA ; GUNSTRUGTION
et | ERESRTE [awimnimereoy o et
etz = |RNe— TERER . 1'L21/2007
NAME OF PROVIDER OR SUPPLIER . | STREET ADDRESS, CITY, STATY, Zifl CODE
D1 ' 431 53RD STREET, SE
o A WASHINGTON, BC 20019 _ . o
Py ID SUMBARY STATEMENT OF DEFICIENGIES . m . PROVIDER'S PLAN OF CORRECTION ~ - | - (e - -
PREFTX EACH DEFICIENGY MUST BE PRECEDED &Y FUIL - R - (RAGH G CTIVE AGTIO! : COMPLET]
’ ?AG ) I'\'(Eeumrongr?ﬁ LEC IDENTIFYING INFORIATION; P"?EFGN cnoas-éggggg% 11};'3 %g A%’}L%FPRTETE baTe
W 460 | Cantinued From paga 18 W 460 . ln: UJLd
. O, continu Lef
weli-balanced diet including modified and W q J T
specialiy-pregcribed diets, _
| ‘ : w L
This STANDARD I9not met as evidertced by \wo S’W&O‘d dﬂ/@&
Based on observation, interview, and recard e eX as evh
review, the facility falled to ensure thetBach cliert . '
recelved thelr mealsin accordancs with telr \0\6 .o
dietary negds for ene of the sight cllents (Client .
#8) that resides In the cility.
The finding includes:
Observation of the dinner meal on November 20; @W W (.Q ,Q 400 TdUV\am/m .
2007 &t zpproximately 5:08 PM revealed that :
Client #8 was served colastaw, beans, &nd besf. MMW\D& %\'Pf% HO‘W\\“O?P
.The diract care staff was obsarved fo attempt to f , W o
foed iha cflent, however she refused foreat. At | I kv thon VMO
6:15 PM, the direct care st=ff was obsetved in

in the microwave.

ask the faclity's nurse fo rewarn Cllent #8's food CWW / HUW\Q W\Q\/VUOAU- WM
AtE24 PM, interview with the niirsé rerealed that | UWM | ‘ \/\W\k OWVC’ ﬂbﬁm

the texture of the client's food should bg pureed.

Hawevefg a:'.ttha tme nf?he ohsarvaﬁlonaahe . M ‘)\(O\lt dl V\QLh (N\ o’
client's food appeared o be the conslsténcy of ‘

soup, The nurse was observed to raview Client Q(_’M,Q/)le, | %UL %%f“\)@ as
#8's mealime protocal znd verified thatthe / . A
recommended taxture of her food was fursed, Al neded D eNsiie ongoing

6:32 PM, the direct care staff was absopvad ta ' :
altempt to offer Io fead Cllent #8 again, but she (’,uyy[pl—(a/w,ﬁ Wi ‘H/WJ
continued to refuse to eat : %a/n a | j ,

Interview with the direct care siaif at 8:35 PM |
1‘2?;;;2: ﬂ]wat ﬂ'-lea sml:" mciiz ﬁ!re; scodps of the - Wdu/(aﬁ_ [ Nu%‘%ﬂ%

client's sUpplement (beneprotein) into hér food., ;
Wil cJso m

The staff member indicated that the addsd

supplememt was probably the cause of the faad's. ' o _ ¢
soupy coheistency. Review of the Mealime TT\QCLQ_ (MQP m&h U / (N
ORM CM5-2887(02-36) Prewious Varsions Oksdlizte sm lD:Gllmt;ﬁ ' Fan‘ﬂym: taG2 Ifi corthation shssf:’Pigs 20 orzi
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' DEPARTMENT OF HEALTH AND HUMAN SERVICES o PRINTED: 2042007
CENTERS FOR MEDICARE & MEDICAID SERVICES ’ , OME NO. 0938-0391
STATEMENT OF DEFIGIENCIES I(XT) PROVIDER/SUPPRIEN/CLIA ] MULTIFLE consmucnon 'E BURVEY
AND PLAN OF CORRECTION ™ IDENHHQRT ON HMB o2 e - - e gg;iﬁ'&b ‘
c. - ) 1A suLpiNG : .
: 1B wnm ; ’
| S . owG1ds | _ 11/24/2007
NAME QF PROVIDER OR SUPPLIER - STRERT AI:IDRES‘S. CITY, STATE, 21/ cabe
o) 431 SaRDSTREET, SE
) g ‘ WASHINGTON, b 20819 _
X4 o | SUMNMeRY STATEMENT OF BEFJ(&IEN m FROVIUER'S PLAN OF ICORRECTI [ :
. PREFIX | _ (EASH DEFICIENCY'MUAT BE PRECEDED FHLL PREFIX ' {EACH CORRECTIVE ACHION sw:ur?n“ BE m&msnnﬂ
TAG |- ~REGULATORY DRLSC IDENTIFYING INFORMATION) TAG CROSE-REFERENGED ‘70 THE APPROPRIATE DATE
DEFICIEN
W 480 | Continued From page 2D W 460 '

Protartol on November 20, 2007 at 8:35 PM
however, re\é:!aled theat the chent was ’ : _ +D \ -
recommended to reseive two scopps df the ) C '

supplement (beneprotein) Instead of firee, NG Itk m}p lOWM 119 ‘ DB

. t
Review of fraining recards on Navembar 21, 2007 W M/\ M W\.(X\\] lmk()&b ongomo]
at approximately 1:30 P revesled that sta¥ hatl
nutritions] training-om Jurte 30, 2008. Further OU.D)" . &‘
review of the agenda ravealed that theltraining WW\ V\!UL p
Inciuded t@ning In each clenf's mealiine
prefocol. At the time of the survey, holvever, the
facily fallsd 1o provide evidenee that clienf's
received Hhelr mealsih accordance with their
dietary needs.

ORM GMS-2567(02-95) Provioud Versions Obsalats Event IR:@WZkl1 Facllly t: 056128 IF eantinuation sheet Page a1 of 21
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PRINTED: 1Z2/442007
FORM APPROVYED

STATEMENT OF DEFICIENGIES ERsy DATE SURVEY |
AND PLAN OF GURRECTION - | °1 I;R””M’”Hm“o‘:"'n A . [P MULTIPLE CONSTRUCTION. . ) DATE SURVET
: - N - |A BULDNG - - : MPETH

099123 . o B.TNG : : — 11/21/2007

NAME OF PROVIDER OR SUPFLIER - i smssul CITY, smTE,zpconE_

101 ﬂa N, DC 2nu19

) SUMMARY STATEMENT F Der3 " b . mesa's FLAN OF CJORREGTION _ '
. F?“ Hx - (EAGH BEFICIENCY MUST BE PRECECED B FI.ILL 4 PReptx |- (EACH CORRECTIVE ACTIOIN SHOULD BE cogg’m
TAS REGULATORY OR L&C IDEm‘-lFYiNG IN ON) TAG mﬂssaEFEEENtaélTu THE AFFROPRIATE DATE

1 000! INITIAL COMMENTS 100D

A re-licensure survey was condusted from -
November 18, 2007 through Novemben21, 2007;
A randor sample of four residents wasisefected,; |
from a residentlal popuiation of elght fefrales with
mental aag%aﬁon ang ﬁr :ﬁsabﬂ!ﬁg:ﬂnmg
swurvey findings were based on observadlons in
m?e group home and zt one day pmgm&" Thio Shedule wgﬁ_ ba et
interviews and a review of records, Inclitding

unusus incident reports. s evidenced y

| 044 3502.3 MEAL SERVICE/ DINING ARERS 1044 | Oy
B0 D

Rejoramce nespopne iz 1@0B)

This Statute is net met as evidenced by . c,\uz:dL De,ﬁc;m C’“/_B

Based an absarvation, staff Interview and record |, "
review, the GHMRP faflzd to ensure that RLPU\*' Wil 2 ow d(
resident's recalved mesls in & form and. ’

consistency as orderad for one of eight residents \\ ‘L{ G D v
(Resident #8)
residing In the faclity.

The finding includes;

Obzepvation of tha dinner meal on November 20,
2007 at approximately 6:09 PM revesied that
Cllent #8 was servad caleslaw, heans, and beefl : .
‘The direct care staff was observed o alemptio |

feed the chent, however she refused o éat. At
-B:15 PM, the direct care staff was observad to
ask the faciity’s mirse to rewarm Client8's foodl! -
in the microwave.

Al food and drink shall be clean, wholegome, fred
fram spoilage, and properly prepared.

At 6:24 PN, irderview with the nurse revéaled that)
the texture of the cllant's foed shouwld beipureed,
However, at the tirne of the observafian,. the
cllant's food appearad to be the consistancy of

=aith Repulation AGministatan

. {53 . (XB) DATE
ABOMATORY DIMR mwnﬂi{éuPPuER REPRESENTATIVES 3|GNMURE % . 12: {‘f‘o—]

TATE FORM e BWZX11 If contirnition shieet 1 of 7
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PREFIX
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| SUMMARY STATWENT OF DREICIENCH
(EACH DEFICIENCY: MUST BE PRECEDED BY FLILL -
REGULATORY OR LSG IDENTIFYING INFORMRTION)

1D
" PREFIDG

TAG

© .. (EACH CORRECTIVE
cnuss-mcsb'm THE AFFROPRIATE
DEFICIENGY) -

PROMIDER'S PLAN OF doRnEx:no
ACTION

- )
SHOULE BE- COMPLETR
BATE

1044

" 1228

Continued From page 1

soup. The nurse was nhserved to review Client
#8's mealtime protocol and varifled thal the
recommended taxture of her fuod was pureed.
At 3:32 PM, the direct care staff was olisspead to
attampt to offer io feed Client #8 againg but she
continued fo refusa tp eal.

Interview with the direct care staff &t 6:35 PM
revealed that the stalf mixed thiee zcobps of the
client's supplernent (beneprotain) Into Her food,
The staft member indicated that the added
supplement was probably the cause of the fead's
soupy consistency. Review of the Mealiime
Prutocol on Noveraber 20,2007 at 6:38 FM
howaver, revealed that the clisat was
recommended o receive two scoops cithe
sWpplement (heneprofeln) Instead of thise.

Review of tralning recovds on November 21, 2007

at appraxdimately 1:30 PM Tevealed thal stz had”

nutritional weining on June 30, 2006. PFurther
review of the agenda revealed thatthe training
included fraining in each client's mealtime
protacol. At the time: of The suirvey, howaver, they
facifity fafled to provide avidence that client's
received thelr meals in aceordance with thelr
dietary needs.

3610.5(f) STAFF TRAINING

Each training program shall tnelude, bug hat be
limlted 10, the following:

.| () Spetiaky ameas relatzd to the GHMRP and the)

resldents to be served including, but not fimited
10, behsivior management, sexuality, nurition,
recreation, total communications, and assistive
technologles:

This Statute is not met as evidenced by

1044

1229

1229

2S10.E) |
Pelerence NsponSE o
Wiea Cederml Defroncy)
RupiW

faalth RaguiALcn ASministraton
ITATE FORM

GWZX19
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iRl . WASHTISTON, DG 20019
ol | "_"'_'esuiﬁmva‘mﬁwcswmmﬁ T o | COVPERSPLNCECORREOTON | S
. (EACH DERICTENSY MUGT BE FRECEDRD BY FULL PRERX ]@'-‘-H GDRRENG‘GI" VEACTIPON SHOULD BE COMPLETE
gsig éé“ﬂlﬁmmmmmsuwms ) ™ws | . G DEHc;rcs'r E APPROPRIATE DATE
| 229| Continued From page 2 . 1229 1229
| Based on cbservatian, interview, and record
review, the GHMRF failed o msw;;; sﬁrﬁrwe; .
efectively tainad on each residen dietexy plan | - 5O
for one of the eight residents (Resident #8) | Ao ,\Q,(;&r@/\(_o, mg,pmse& ' t on%&,
residing in the Taciity. ‘ o W ULl Eedexo ) D«zﬁ{wﬁ&(ﬂ

The finding heludes;
. repoit
Observation of the dinner meal on Novamber 20
2007 = approximately 6:09 PM revealed that
Client £8 was senwed colaglaw, beans, and besk.
The diract care staffiwas cbhserved to attempt ta:
feed the clent, however she refused to eat. At
B:15 Pi, the direct caie staff was aobsgrved to
astc the: facility's nurse to rewarm Cllent #8's fooki
in the rnicrawave.

At 8:24 PNV, irferview with the nurse Tevealed that
the texture of the client's food should Be pursed.
However, at the time of the obsarvation, the
cllente food appeared to ba the conslslency of
soup. The nurse was observed to reviaw Client: -
#8's mealfime protocol and verifled that the
recammended texture of her food wasipuread.
At 6:32 PM, the direct care stafl was ohserved fb
| attempt o offer to feed Cliant#8 again, but she-
cortimiad to refuse o eat -

Intervisw with the direct care staff st 6835 PM
reveziad that the stafl mixed three scéops of the
clients supplement (banaprotein) Into her food.
The staff member Indieated that the added
supplament was probably the cause of the food’s
soupy consistency. Review of the Meditime
Protoco! on November 20, 2007 at 86:36 PM
howaver, revealed that the client was
recorrmended fa recelve two scoops ¢f the
supplement (beneprotzin) inatead of tree.

Re;view of tralning records on Novemtisr 21, 2007

Health Reguldion Adanisiralian
STATE FORM L W11 If conlinysfon gheet 3 of 7
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at approximabely 1:30 PM revealed the staff fad
nuirtional training onJune 30, 2006. Further
raviaw of the agenda revealed that the training
included training In each clients meaitime
protocol. At the time of te survey, however, Hiel
facility Tailed to provide evidence that client's
recaivéd their meals in accordance witH thelr

dintary needs. _ ! 35—'( q . g GMW
[ 374 3519.5 EMERGENCIES o7 | 137H | .
. ' } \ ‘
Afier medica) sarvices have bean secuied, sach Thio %b%md b% °
GHMRP shall prompily notliy the residant ' s el b evt
guardian, his or her nexd of kin If the redident hast ‘ e C +o
| no guardian, or the representative of thi ' (2 SISt
sponscring agency of the resident’ 5 situs as RLQYD“W ~ :
soon as possible, followed by writen ndtice and | | Fedexal D%x QUMY L B0R
documentation no later than forty-eight (48) hours ‘o
after the incldent. : : Rq)cﬂ" WLE , wigd ongot nﬂ
{

This Stahste is not met as evidenced by: /N8 _ \)3 \6‘0
Based grgr:l‘{::dviewm:irawrd revie“é&ﬂ;el \M\b 3 \MEq)NL@q
GHMRP failad 1o ensure that after medical '

seivices were secured, prompt notification of the W l 60{ & CK ; c
resident ' s status would be made as sdon as
possibla to ftre resldent * & guardian, hig or her
next of kin if the resident had no guardign, or the
repregantative of the spansoring agandy, foliowed
by writen nofice and decurrentation nd later than
farty-eight (48) hours aiter the incident,) for ane of
the eight resldents (Resident #7) included in the
samplex.

The firdings clude:

Review of the incidant reports and investigations)
on November 20, 2007 beginning at 2:01 PM
revaalnd that on August 22, 2007, staffireported -
that whila at the day pregram Client #7\was |
observed to have a swollen right elbew. Cllent |
Fealth Regulaton Adminiscation ’ ,
STATE FURM P GWZx14 If gonfinynion cheat 4 of 7
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Continued From page 4

¥7 was taken to the emergency foem and Was
subsequendly diagnosed with 2 cantusipn of the
sthow. Further review of the incident report
reveated that the cllent's legal guardian was
nolified of the incldent on Septermber 14, 2007
(twenty-three days after the injury). interview with
the Qualfied Mental Retesdation Profesional
(QMIRP) on Navember 20, 2007, at 12106 PM
revealed information regarding the faclity's

1379

incldert menagernent systsm.- According to the.
QMRP, the guardian was to be nofiflad
immediately of all allegations of abusemnd
injuries of unknown origin. At the timeiof the
survay, the faciiity falled to ensure Client #7's

incident in 3 timely mannel.

3515.10 EMERGENGIES

each GHVIRP shall notify the Department of
Hezith, Healtty Faciliies Division of any other
unusua! incident or event which substantizlly
interferes with a resldent' s health, walfare, livind
arrangement, well bedng or in any othelr way

| places the resident at risk, Such nofifisation shall

be mzde by felephone immediately ank shail bey
followed up by written nofification within
twenty-four (24) hours or the next work day.

This Statule is hiet met as evidenced by;

| Basod on interview and record review, the
GHMRP fajled to ensure the Departmint of
Health, Health Faciities Division was
immediately, followed by wiitten notifidation within
24 hours, natified of knusual Incldentsithat
substantially interfered with = residentls health,
far one of the eight residents (Residertis #4 and)

guardian was Tnade-aware of the aforarentionst! |

In addition to the reporting requirement in 3519.5, |

1374

{879
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1. Raview of ihe incident reporis and
investigations on November 20, 2007 Beginning
at 2:01 M revealed the following incidarits
(allegations of abuse and/or Injurles of inknowh
saurce) wara not reported &3 required: -

&, On Airgust 22, 2007, staff reported that Ghent:
#7 was nbserved {o have a swollen

right elbow at the day program. Cliend#7 was
taken to the emargency room and was)
subsequantly diagnased with a coptusibn of the
elbow. Further raview of the incident Feport
revaaled at both the administrater amd the
Depertment of Health (DOH) wers notifled of the
incident on September 14, 2007.

b. On Siptemper 8, 2007, staff reportdd that
Client #1 was cbserved with a blister on her leR
wiist. According to the incidant reporf) the
adrinistrator was notified of the incident on
Septambar 8, 2007, On September 10, 2007,
hewever, the Qualifind Menta] Retarddtion
Professionsl {QVIRP) decurnentsd an gddendurh
oh te Incident repart that revealed Clbnt#1 had
a second klister on her dght wafst It should be
noiad that there was na evidence the BOH way
noefified of the afaorementioned Injuries.

2. Addiionatly, irteiview and review of Client 1'2
medlcal record on Niovernber 21, 2007 at 7-32
PM revesled that tha client was seen By the
Podlatrlst on February 26, 2007. Further review
of the record revealed that the Podiatrist
discovered a "black dizcoloration" of e client's:
right great toa and Indicatad that If thes
discoloraion was naot healed in one week refer
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Continued From page 6 ‘
the cllent to a Dermatalogist.  On Neveimber 21,

2007 at 740 PM, an interview was conducted
with the nurze o ascartain if there was an
incident ieport regarding the aforementionad
incident. Actording to the fecllity's nurse there
was ne cocumented evidence of an inclient
repert

3. Review of incidents duting pre-survay

| activities revealsd staff reported that omJuly 23,
2007, Client #7 sustained a skin tear on her right: |

elbow with some swelliag noted. During the
survey proeess, there was nefther any dvidence
of an [ncident report for the aforementiqned
incident nor gny evidsnee that the admihistrator
was made aware of the incident, Additibrally, the
DOH was not made aware of the incident until
Sepiamber 14, 2007. :

at 12:06 PM revealed information regarting the
faciity's incident management systam. According
to the QMRP, the administrator was to e notified
immediately of all allegations of abuse and
injuries of unknown origin. At the timea of the
survey, the faclity falled to ensure tha-
administrator and the Depariment of Helth were
nofified timely of allegatiorrs of abucea and/or
InsTes of unkmown origin 2s required,

Interview with the QMRP an Nevarmber20, 2007,

157
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